Stat medications are regularly prescribed on hospital wards as part of the ongoing care for patients. Because they are prescribed at variable times that do not coincide with regular nursing drug administration times, they rely on good communication and vigilance on staff to ensure they are administered in a timely manner. Delays in drug administration can lengthen patient recovery times, prolong admission, and can lead to avoidable patient harm and suffering.
Problem
Whenever patients are reviewed by medical staff it invariably leads to changes in management and the prescription of stat medications to try to rapidly bring about a change in a patient's clinical condition.
For this to be effectively converted from a medical plan to an administered drug, a number of steps need to occur in a timely manner:
1. The drug first need to be prescribed 2. Be available on the ward 3. Be communicated to nursing staff 4. Be administered via the route prescribed. At each point in this chain of events there is the possibility of delay.
A subjective review of the practice on ward 19 at the Leicester Royal Infirmary (UK) (30 bed ward) revealed that often some stat medications were being significantly delayed, leading to subsequent delays in improvement of patient symptoms, ie administration of laxatives and subsequent resolution of constipation. The effect of this was prolonged stay on the medical ward, slowing discharge and increasing the risk of hospital acquired infections. A major factor identified by staff was a perceived lack of communication between medical and nursing staff, leading to a delay in awareness of the need for administration. This communication problem was compounded by the fact that the nursing staff were too short staffed to join the medical ward rounds, leading to ad-hoc handovers throughout the day. anticoagulants. [1] However, all prolonged medication delays could reasonably be considered as detrimental to patient recovery. In the case of pre-renal acute kidney injury, it is well known that early identification and treatment with fluid resuscitation leads to reduced morbidity [3] and therefore shorter hospital admissions. As such it is important to try to minimise unnecessary delays by finding workable solutions to improving communication and timely medication administration.
Background
There have been reports of successful interventions to address harm caused by medication delays, by using specific features within electronic prescribing systems to reduce the impact of human error.
These have included features within the programs to either remind staff of pending drugs by highlighting them on a "clinical dashboard," [4] or by automatically adjusting antibiotic administrations times to ensure they are given within a minimum time frame from time of prescription. [5] Baseline measurement Before implementation there was a feeling among some staff that the intervention may not work as well as hoped due to a perceived increase in workload created by the wall charts. This was discussed and an agreement was reached to simply try the intervention with the view to removing it should it prove to be too onerous or unworkable as a solution.
Strategy
PDSA cycle 1: The first task was to design and create the wall charts. A design for the wall charts was produced and reviewed by medical and nursing staff on the ward so that changes could be made to the template prior to printing. Changes were made to the design using this feedback, which was then taken to a local printing shop for printing and lamination. The posters were put at the entrance of each bay ready for the two week trial. The intervention was explained to all staff on the understanding that it was to be used in conjunction with verbal communication between staff as a two week trial.
At the start of the trial it was found that the dry wipe makers would 
Results
Prescription and administration times were collected by reviewing the electronic drug charts over a two week period following the implementation of the wall charts on the ward. A total of 110 stat medications were prescribed in this period, 28 of which were prescribed on the final four days while I was away for the ward. 
Lessons and limitations
After reflecting on the unsuccessful outcome of the intervention, a number of important learning points became apparent. From a positive point of view, the intervention chosen was simple and cheap to produce. The four white boards in total cost around £30 and allowed for easy implementation. Data collection was facilitated by using the electronic prescribing software being used on the ward, allowing for quick and easy recording of prescription and drug administration times from a single computer terminal. It also allowed frequent data collection over a short period of time, providing ample data with which to analyse changes in administration delays.
However, there were some notable problems encountered during the project that now serve as valuable learning points for future projects. First of all was the fact that the intervention increased the workload of staff and added an extra step in the standard operating procedure for stat medication administration. This was perhaps a fundamental reason why the intervention did not catch on or be used as intended. Along with this was the fact that the white boards themselves could be easily circumvented by staff. They could ignore them and continue as "normal" without any added difficulty, which some of them did. There was also the potential for systematic error, particularly when it came to intravenous fluid prescription as often multiple bags would be prescribed at the same time. This would mean some bags of fluid would appear to be significantly delayed when in reality they were put up immediately after the previous bag had been completed. To some extent this error was mitigated by using the median time delay to observe the change in delayed administration, thereby excluding the extreme outliers.
Conclusion
Despite the unsuccessful implementation of the intervention this Page 3 of 4 project did highlight the importance of collecting accurate data with which to assess an intervention. Because of this it was easy to see that the intervention had not been successful, allowing it to be withdrawn early instead of persisting to the detriment of patients.
The lessons learned from this project were valuable and will serve as a reminder of important factors to consider when designing a solution to improve quality in the healthcare setting. With regards to reducing delays in stat medication, my next step would be to perhaps focus solely on investigating and improving delays in critical medications rather than all medications as this may be more clinically relevant and more manageable to improve.
